• With eight hospitals and three nursing homes and senior residential facilities, as well as physician practices, outpatient surgery centers, rehabilitation and community health outreach programs, Novant Health provides excellence in healthcare.
• Novant Health consists of more than 215 locations and 1,062 providers, with more than a million patient visits each year.
• Novant Medical Group is composed of more than 300 providers at more than 40 practices who care for patients across 8 counties of the state.
FUNDING
To develop the tools for this initiative, Novant Health worked with a research division of Novartis, which helped with creating and analyzing the hypertension study tool. Novartis also helped create the poster describing the results, which was recognized by the Disease Management Association of America (Appendix 8). Staff conducted the surveys with providers and clinical staff, so there was no additional staffing expense. The Disease Management Committee recommended a study to identify opportunities for improvement among clinical staff and providers in helping patients with hypertension attain blood pressure (BP) goal of less than 140/90 mmHg. Questionnaires were developed, and physicians and staff were interviewed in this process. In addition, a comprehensive disease management program was developed to support the dissemination of evidencebased guidelines-including the Seventh Report on the Joint National Committee on the Prevention, Detection, Evaluation, and Treatment of High Blood Pressure (JNC 7)-to the providers and to provide disease management support to the practices.
EXECUTIVE SUMMARY
In 2006, the Clinical Improvement Department collected 2005 data for adult clinical indicators from a random sample of patients. The data revealed that the percentage of patients meeting the target blood pressure value had declined following steady gains in the previous five years. The hypertension initiative was born out of the quest to find out why "clinical inertia" existed in the practices with respect to treating hypertension. This question led to a study to identify opportunities for improvement on the part of clinical staff and the providers in helping patients attain the target BP goal of less than 140/90 mmHg.
Results from this study also indicated an inconsistency in regards to the knowledge of hypertension guidelines and their use in clinical practice, and revealed opportunities for improvement among the physicians and clinical staff. To change physician practices and enhance disease management, all quality initiatives now emphasize the development of a collaborative approach to managing patients. This has led to continued improvement in the number of hypertensive patients at BP goal. It has also led to a re-examination of the model of healthcare delivery and the exploration of integrating of elements from Wagner's Chronic Care Model into the existing production-based model.
GOALS AND OBJECTIVES
In the spring of 2000, building on the success of a longstanding diabetes program, the Medical Management Advisory Council (currently known as the Clinical Executive Team), composed of physician and administrative leaders, sanctioned a survey to determine how well the Novant healthcare system was performing relative to selected criteria specified in the 1999 Healthcare Effectiveness Data and Information Set (HEDIS) (see Appendix 1). Original clinical indicators for the survey included childhood and adolescent immunizations and adult preventive care.
In 2001 the indicator to control hypertension was added. Each year a random sample of hypertensive patients was selected from ambulatory practices and their charts were reviewed for blood pressure values. The aim was to move practice in the ambulatory setting closer to the organizational goal of improving the health of individuals and populations of patients while maximizing health resources and utilization. The target blood pressure value ranged from below 140/90 mmHg to equal to or below 140/90 mmHg, depending on the HEDIS criteria available during the data collection year. Results of the survey were presented by the physician leader and a data analyst during lunch meetings with the practicing physicians. The percentage of patients meeting set targets for hypertension continued to improve from 2001 through 2005.
In 2005, the Novant Medical Group was selected as one of 10 large physician group practices to participate in the Physician Group Practice (PGP) Demonstration Project for the Centers for Medicare & Medicaid Services (CMS) . This project focused on 32 quality measures, including the measurement, control, and treatment of hypertension. The control of hypertension was also a quality measure associated with the management of diabetes, congestive heart failure and coronary artery disease. This project was under the direction of a steering committee that became the Disease Management Committee and provided direction and oversight of the project initiatives. A baseline collection of data from 2004 revealed that hypertension control was an issue in all data sets for the performance years. The 2 Disease Management Committee recommended assessment of barriers to the effective management of hypertension using empirical and statistically significant information gathered by survey methodology from the providers and support staff involved in collecting blood pressure measurement in the practices. In addition, a comprehensive disease management program was developed to support the practices and disseminate evidence-based guidelines (including JNC 7) to the providers.
In 2006, the data collected by Clinical Improvement Department supported the baseline data from the CMS PGP Demonstration Project. Based on the BP values of patients receiving care during 2005, the percentage meeting the target value declined following gains in the previous five years. The decline was also evident in measures monitored for patients with diabetes, cardiovascular disease or stroke. Participation in the National Committee for Quality Assurance (NCQA) Recognition Programs led the organization to explore changes to ensure quality healthcare was being provided to Novant patients. Administrative and physician leaders set the goal for all eligible physicians to apply for NCQA Provider Recognition in either or both categories of diabetes and heart/stroke.
The information from the internal Clinical Improvement audits and the PGP Medicare Demonstration Project both indicated that the data collected in each independent sample was consistent. The patients followed by Novant providers were not meeting targeted blood pressure measures. The consistency in this data prompted Novant Health to initiate the recommendations of the Disease Management Committee. The administrative leader of ambulatory services recruited a physician with a specialty in internal medicine to identify and investigate issues contributing to the decline. Therefore, the hypertension initiative was born out of the quest to find out why "clinical inertia" existed in the practices with respect to treating hypertension. This led to a study to identify opportunities for improvement on the part of clinical staff and providers in helping patients achieve a BP goal of less than 140/90 mmHg. Two questionnaires (Appendix 2A and 2B) were developed. Interviews were conducted with a sample of physician at different practice sites and staff who supported the collection of blood pressure readings as part of the vital sign assessment.
Results of the study suggested an inconsistency regarding knowledge of hypertension management guidelines and their use in clinical practice. Physicians predominantly cited patient-and support staff-related factors-including poor lifestyle management by patients and inaccurate blood pressure measurement by clinical staff-as responsible for failure to attain BP goal.
visit (as long as the visit occurred after the diagnosis of hypertension was made). The target goal was set at 75 percent based on the most recent commercial population meeting the 90th percentile of HEDIS. Plans are in development to follow the criteria for ambulatory care from the National Quality Forum. To facilitate this change, in April 2007 the Clinical Executive Team supported changing the criteria to include all patients 18 years of age and older with no exclusions. The data set for each patient includes the following demographics: first and last name; date of birth; sex; race; and name of the physician's practice.
The principles of analytical study were applied to randomly selected cases per practice for a target of 10 cases meeting the HEDIS criteria and qualifying for the study (Appendix 4A and 4B). Measurement biases were addressed by randomization. Clinical improvement staff performed chart review and data extraction. Data entry, analysis, and reporting were performed using Excel.
The physician leader for the initiative was consulted on completion of the data analysis. A follow-up review of the results and recommendations for improvement were communicated to each practice's medical director. The medical directors were responsible for following through with the physicians and clinical staff in the office practice and reviewing the practice-specific patient data to ensure documentation of a plan of care.
Recent interventions for effectiveness were adopted for collection of BP values from office visits between June and August 2007. The sample population for each office practice was increased from 10 to 30 patients to validate data reliability. Results are pending.
HYPERTENSION REGISTRY
Novant Health has an internal informatics department with the ability to mine a data warehouse of inpatient and outpatient claims of patients within the healthcare system. In addition, data feeds from other sources, such as pharmacy benefit management programs and contract and internal laboratories, are housed in the data warehouse. The Disease Management Program worked with the informatics department to use data from this warehouse and tap files from CMS to develop a registry of patients who could be included in the denominator for the demonstration project. Over time, the query expanded beyond Medicare fee-for-service patients to include all patients followed by Novant practices. The registry identifies patients by disease states, practice and provider. Illness burden is assessed by claims costs, emergency and inpatient service utilization, and other data elements such as collection of specific labs involved
RESULTS
Through process improvement initiatives with physicians, blood pressure values were captured over time in a Microsoft Excel database. Several populations of patients were reviewed for analytical studies and provider recognition. These included patients diagnosed as hypertensive, patients of physicians seeking national recognition for quality care of patients with diabetes, and patients of physicians seeking national recognition for quality care of patients with cardiovascular disease or stroke. • In-practice presentations by an internal interventional cardiologist and after-hours continuing medical education (CME) with this provider
• One-on-one feedback (chart audits) by physician leader(s)
To change physician practices, emphasis was on developing a collaborative approach to managing the patient, including:
• Team effort (physician/provider, clinical staff member, practice manager)
• Renewing the commitment to improve the quality of life of Novant patients by improving their health
• Renewing the commitment to corporate mission of improving the health of communities one person at a time
LEADERSHIP
The Hypertension Medical Management Program fits into Novant's overall quality improvement program by linking directly to the organizational strategic plan. The healthcare organization brings together the resources of healthcare systems, hospitals and physicians in the pursuit of shared goals. The senior leadership through the Executive Vice President for Novant Medical Group reports quality initiatives and outcomes to the Executive Committee for Novant Medical Group, which reports to the Board of Directors. Physician leaders in all practices were involved in the process and supported the program.
A job description for practice physicians, recently developed by the Co-Presidents for Novant Medical Group, specifies desired quality outcomes for the provider, NCQA recognition and other quality indicators. Meeting these requirements is part of the evaluation and compensation process.
Executive decisions were primarily centered on committing staff time at all levels of the organization to ensuring the program's success. Leadership realized that a re-examination of the delivery model was necessary and that success depended on integrating recommendations from Wagner's Chronic Care Model. The transition from a production model for care delivery to one that adapts components of the Chronic Care Model requires the commitment of the executives who oversee financial and quality outcomes for the practices. There was consensus that a balance of both delivery models could result in improved outcomes, given the strong interventions of the program.
PROJECT PLAN
In 2006, leaders of Novant Medical Group recognized clinical inertia regarding the percentage of patient blood pressure values below 140/90 mmHg, which improved by only 4 percent over the previous year. They developed a questionnaire to assess knowledge, attitudes and clinical practices regarding hypertension management. The study was conducted throughout the group, which is composed of more than 300 providers and more than 40 practices that care for patients across 8 counties of the state. From October through November 2006, questionnaires were administered to a convenience sample of physicians (n=18, 10 sites) and support staff (n=20, 12 sites) by trained interviewers (an internal medicine physician or a registered nurse). The physician questionnaire consisted of 29 items in multiple-choice format or open-ended format with multiple responses permitted. The support staff questionnaire consisted of 15 items in a similar format.
Physician questions were designed to assess: (1) barriers to patients achieving BP goal; (2) beliefs and practices regarding hypertension management; (3) understanding of published hypertension management guidelines; and (4) factors influencing resistant hypertension. Support staff questions were designed to evaluate: (1) factors influencing accurate BP measurement; (2) beliefs and practices regarding hypertension management; and (3) recommended staff training for hypertension management. Descriptive summary statistics were calculated using SPSS, a computer program used for statistical analysis.
(SPSS 12.0, SPSS Inc., Chicago, IL. See www. spss.com.)
Results of the survey showed that almost all physicians (94 percent) cited familiarity with JNC 7 guidelines, and affirmed that hypertension management guidelines are relevant to their patients. However, no physicians responded that they routinely document hypertension care management plans for their patients.
Physicians' perceptions of a threshold BP for antihypertensive medication initiation were assessed. The mean BP cited as high enough to warrant treatment with antihypertensive medications was 136/88 mmHg (median=140/90 mmHg). However, while only 6 percent of physicians surveyed believed that it was permissible to allow some patients to maintain an elevated BP, only half responded that it was not permissible, while 44 percent responded equivocally to this question.
Consistent with JNC 7 guidelines, 78 percent of physicians surveyed believed that most patients require more than one antihypertensive medication to attain BP goal. Physicians' perceptions of treatment intensification are shown in Appendix 7, Figure 1 . About two in three physicians (67 percent) defined treatment intensification as the addition of a new medication to the existing therapeutic regimen, while one in three (33 percent) believed patient lifestyle modification is most important to treatment intensification. Almost all (94 percent) agreed that patient out-of-pocket expense is an important consideration in prescribing antihypertensive medication. Regarding barriers to hypertension management, physicians predominantly cited patient-and support staff-related factors as most important reasons for patients' failure to attain BP goal. As seen in Appendix 7, Figure 2 , physicians cited patient lifestyle modification (89 percent), education (67 percent) and medication compliance (56 percent) as the most important reasons for uncontrolled BP. Appendix 7, Figure 3 • Journal Publication: "Identifying barriers to hypertension care: Implications for quality improvement initiatives" accepted for publication in Disease Management, the journal of the DMAA, Pending Publication.
IN RETROSPECT
The key elements of this program's success were the commitment of administrative and physician leaders to providing quality healthcare, exploring the methods followed by providers and support staff in the delivery of care, and creating policy changes that supported best practice. This commitment led to the development of a steering committee and facilitated physician leadership for the initiative.
The biggest challenge was overcoming clinical inertia-when the percentage of BP values meeting the 75 percent target continued to be out of reach and even started to decline.
(The steering committee for Clinical Improvement Group set the benchmarks for each clinical indicator. Targets are generally based on national benchmarks such as HEDIS.) To overcome this challenge, administrative leaders developed the survey for providers and clinical staff to determine barriers to improving the care and health of patients with hypertension. Results of that survey are being used to support policy changes following the JNC 7 guidelines. Another challenge is that the healthcare system is set up to deliver care based on the production model, versus the Chronic Care Model. Policy changes are being studied to test the Chronic Care Model and how it can be implemented.
One thing leaders wish they had known before starting this initiative is that hypertension impacts quality measures management across all disease states and quality initiatives. By promoting best practice in the delivery of care for hypertensive patients, Novant Medical Group has the opportunity to improve the health and quality of life for patients who suffer from chronic illnesses such as diabetes, congestive heart failure, cardiovascular disease and stroke.
LESSONS LEARNED
• Obtain administrative buy-in and support when planning the initiative
• Explore methods of care delivery by providers and support staff • Create a reporting structure that will maintain administrative buy-in and support throughout different phases of the initiative
• Obtain the commitment of a physician leader throughout all phases of the initiative The __________________ Medical Management Advisory Council is initiating a survey of how the ____________________ system is performing relative to selected criteria specified in the 1999 HEDIS manual. This is one of the first efforts to be implemented system-wide in medical management, with the intent of moving us closer to the organizational goal -improving the health status of individuals and populations of patients while maximizing health resources and utilization.
_______________ and I are the physician representatives to the Council for _____________ in this effort. This letter is to make you aware of the work that will get underway by the end of April and your offices' role in the process. The practices will be involved in this study of seven HEDIS indicators for the primary care practices -an effort that will improve care as well as help the practices meet the JCAHO criteria for process improvement. The information gathered will establish a baseline for comparative benchmarking, improvement efforts and education across the system.
Your practice managers will be receiving a letter from __________________, Clinical Improvement Practitioner, who will work with your office staff on the details of the chart review for this project. They will also be given information about the _________________ Medical Management Advisory Council, criteria for chart review, the physician offices involved, and a copy of this letter. 6b. "White coat hypertension" is a common reason for elevated blood pressure in an office setting.
6c. The results of antihypertensive medication clinical trials are relevant to my patients.
6d. Antihypertensive medication side effects limit physicians' ability to intensify hypertension treatment.
6e. Interactions between antihypertensive medications and other drug classes limit physicians' ability to intensify hypertension treatment.
6f. Most patients will require more than one antihypertensive medication to achieve blood pressure goals.
6g. Patient out-of-pocket cost is an important consideration in prescribing antihypertensive medications.
6h. Hypertension management guidelines are relevant to my patients. 6. On a scale of 1 through 5, with 1 being "strongly disagree" and 5 being "strongly agree," please rank the following statements:
7. On a scale of 1 through 5, with 1 being "strongly disagree" and 5 being "strongly agree," please rank the following statements about resistant hypertension:
Appendix 2a (con't) 
Re: Medical Management for the HEDIS indicators
The________________________________Medical Management Advisory Council has commissioned a system -wide analytical study of seven HEDIS indicators for the primary care providers. This study and the diabetes study will help the office practices meet the JCAHO criteria for process improvement. Attached is information about the Medical Management Advisory Council, criteria for chart review, the physician offices involved, and the communication to the medical directors. Drs. ___________________and ____________________ are the physician representatives for ______________.
Your cooperation will be needed in obtaining the patient lists for random selection, and having the charts pulled for the reviewers. We will be requesting 15 charts per indicator per practice for a target of 10 patients per indicator who qualify for the study. ____________________ or I will be contacting you in the near future for the patient lists. ______________ in the CBO has agreed to help with the running of these reports as needed.
The diabetes project was used as a model for the HEDIS study. A major difference in the two studies is that the diabetes project monitors information for the individual providers, and the HEDIS study will be monitoring information for the practice. The same reviewers will be doing the chart review being sensitive to the activities of the office practice and keeping the diabetes review separate.
Please feel free to contact either ________________ or myself with any questions or concerns you may have. We are both on Outlook. Telephone: ______________ 718-2670, ______________ 718-2671.
Thank you for your help and cooperation with both the diabetes and HEDIS studies.
Practice Managers Meeting 04/19/00 Medical Management for the HEDIS Indicators
________________________ attended the Practice Managers Meeting to provide a brief description of the system-wide study for the HEDIS indicators. _________________________________ had sent out information prior to the meeting.Materials were briefly reviewed: memo for the practice managers, the letter for the medical directors from _______________________________, the flyer for Medical Management Advisory Council, recommendations, _______________________ practices to be involved, criteria for chart review, and data collection sheets. The practice managers were asked to share all of the information with their medical director, and to ask the medical director to share the information with the other healthcare providers.
______________ explained how the HEDIS study would be kept separate from the Diabetes Project. The current offices to be reviewed for the diabetes project have been contacted and will be last to come into the HEDIS study.
The first offices to be involved in the HEDIS study will be ________, __________ /________, ________, and_____________. Contacts for chart review will be the practice managers or supervisors for each office. ____________ will be the contact at _______________.
Both the HEDIS study and the diabetes project will help the offices meet the JCAHO criteria for a process improvement effort. Some of the offices have been involved in the diabetes project since 1997. ____________ has all the outcomes information for the diabetes project if needed for JCAHO.
Everyone was receptive. Comment: "You are doing all the work."
Appendix 5a
PHYSICIAN DISEASE MANAGEMENT (DM) REPORT

Title:
Physician DM Report
Report Description:
Office, inpatient, and ER detail for DM patients grouped by primary care physician Appendix 5a (con't)
PHYSICIAN DISEASE MANAGEMENT (DM) REPORT
Processing Notes
Process ran by Dale to produce single source file to be loaded into table PHYSICIAN_DM_DATA:
• Select from Medical Manager data, all office visit information for DM patients for the prior 12 months Title and subtitle
Footers:
Report run date and "Provided by..."
Business Purpose
Provide detail information for inpatients discharged from FMC during the prior month. Also, include next appointment and relevant disease management information. 
Functional Information
Report Outputs & Inputs Requested Report Layout
Requested Report Output (fields to be displayed on report)
Report Inputs (fields that are used to calculate or produce the report)
Processing Notes
Process ran by Dale to produce single source file to be loaded into tables INPATIENT_DM_DATA, ER_DM_DATA and OFFICE_VISIT_DATA:
• Select from Medical Manager data, all office visit information for DM patients for the prior 12 months
• Limit office visit information to include all but facilities: 'AA', 'AD', 'AI' and 'SH' (AA = IPOF, AD and AI = test, SH = School)
• Create list of facility/account combinations from this extraction and do a lookup against doctor master to determine PCP(s) for all patients
• Create list of patient SSNs from this extraction to be used in next step Appendix 5b (con't)
PATIENT DISEASE MANAGEMENT (DM) REPORT
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Column Name Source Table  Column Condition / Calculation 
Roles and Responsibilities
Leadership
Job Summary
Responsible for overseeing the coordination of nursing practice functions for the _______ Medical Group, including development of policies, standards, protocols and support of department-specific initiatives. Works with physician to create, develop, coordinate and manage the disease management programs for the medical care for a pre-paid patient population. Directs the ____ provider credentialing process.
Core Processes and Activities
Following is a summary of the major job processes of this job. Other duties may be performed, both major and minor, which are not mentioned below. Specific activities may change from time to time:
Facilitates the development, coordination and the management of disease management programs for ___ patient population.
• Oversees the functions of ___Clinical Practice Council
•
Facilitates and assures compliance with regulations and licensure requirements related to ___.
• Participates in the development of ____ and ___ policies and procedures.
• Facilitates the development of goals, objectives and action plans to achieve clinical staff education and development.
• Participates with ______ ______ Clinical Nursing Leaders/Supervisors in planning for program and service development.
• Supports implementation of ___ programs and services.
• Participates and supports preparation for accreditation /regulatory activities to facilitate compliance.
Leadership
• Provides guidance and direction related to professional practice.
• Provides feedback and support to Clinical Nursing Leaders / Supervisors.
• Provides consultation related to functions.
• Interacts with staff in a manner that survey results indicate overall satisfaction with management practices.
Continuous Improvement
• Participates in ______ ______ as well as ___ improvement efforts.
• Assists with the development and implementation of policies and procedures across the system consistent with practice and regulatory requirements.
• Serves as a resource and consultant for improvement efforts.
• Supports and facilitates process improvement in the organization and across the system.
Manages Resources
• Provides guidance and direction for patient and staff education program.
• Provides guidance and direction for the disease management program.
• Provides guidance and direction for the ___ contracting and credentialing process Coaches and counsels staff related to practice issues.
• Serves as mentor for new Clinical leaders.
• Facilitates learning experiences to meet identified learning needs.
• Supports staff development through sharing of information/educational resources.
Communication
• Provides feedback related to risk issues and risk reduction.
• Makes routine visits to practices to enhance communication.
• Seeks feedback from staff, physicians, and other leaders and shares concerns appropriately.
• Serves as liaison for ___ with other clinical area.
Professionalism
• Promotes collaborative and professional relationships with the medical staff and other professionals.
• Participates in community/professional organizations.
• Supports Clinical Leaders / Supervisors in creating the environment for professional practice.
• Collaborates with ______ ______ Vice President Nursing and Patient Care services to resolve professional nursing issues as needed.
Qualifications
The following qualifications are the minimum necessary to adequately perform this job. However, any equivalent combination of experience, education and training which provides the necessary knowledge, skills and abilities would be acceptable, subject to any legal and/or regulatory requirements.
• Education and formal training: Bachelor's degree in nursing Registered Nurse currently licensed in North Carolina. MBA or MPH strongly preferred.
• Work experience: Five (5) years experience in management/supervision; experience in successfully managing population health functions. Clinical background required.
• Knowledge, skills and abilities required: Ability to successfully complete generic and department-specific skills validation and competency testing. 
Job Summary
Abstraction of data, data entry, and analysis for the purpose of monitoring the clinical indicators related to medical management studies. Assisting with the NCQA Provider Recognition Programs. Assisting with the research and reporting processes to assure best practice.
Coordination of activities for the medical management studies associated with _______ Medical Group and nonemployed physician practices in the surrounding area. These activities include but are not limited to coordinating meetings, chart review, and data collection.
Core Processes and Activities
Following is a summary of the major job processes of this job. Other duties may be performed, both major and minor, which are not mentioned below. Specific activities may change from time to time.
Coordination of the Diabetes Program and other medical management studies (e.g. Quality Indicator Study related to HEDIS criteria).
• Coordination of meetings, chart review, data collection, and data entry • Return with the physician champion to report findings. Preparation and distribution of the meeting record as well as CME materials and documentation. Follow-up as requested by the healthcare providers 
Qualifications
The following qualifications are the minimum necessary to adequately perform this job. However, any equivalent combination of experience, education and training which provides the necessary knowledge, skills and abilities would be acceptable, subject to any legal and/or regulatory requirements. 
EDUCATION AND FORMAL TRAINING:
Qualifications
EDUCATION AND FORMAL TRAINING:
Job Summary
Responsible for operations of the physicians' practices owned by ______ ______/__ and the development of primary care physician relationship within the region.
Core Processes and Activities
Responsible for the overall leadership of the ___ Regional Physician Division, including the overall professional and administrative activities. Develops and maintains close working relationships with practice managers and directors, ensuring that they are well informed and part of an overall service team for the network. Submits regular reports to ____ Executive Committee concerning: (1) customer service; (2) revenue growth; (3) expense reduction and (4) clinical quality. Also develops specific ways to meet financial goals for Board review. Works closely with the CFO for both the _____ and ___ Physician Divisions to install appropriate management controls designed to maximize revenue and minimize expenses without impairing patient quality or satisfaction. Prepares appropriate annual reports including quality monitors, budgetary planning, customer satisfaction and others for reporting to the Board and ______senior leadership. Oversee physician credentialing process and recruit physicians as needed within ____. Develop a central "support team" culture among the central staff, a culture designed to provide highly responsive service and support to individual practices Coordinates and leads regional expansion of, and assumes overall responsibility for the operation of ____________ Healthcare Associates and other affiliated physician practices through a physician network chief operating officer. Supervises the operation of community and business health departments. Serve as the liaison and facilitator between ____ employed physicians and the ___ facilities, including the PICS team.
Qualifications
EDUCATION AND FORMAL TRAINING:
Master's Degree in Business Administration or Health Administration. WORK EXPERIENCE: Seven or more years of progressive management experience with a working knowledge of planning, institutional service operations, physician practice operations, and network relationship development. KNOWLEDGE, SKILLS AND ABILITIES REQUIRED: Strong organizational skills, motivated self-starter; high energy, experienced negotiator, strong analytical skills. SPECIAL CONDITIONS: Prolonged sitting, bending, stooping and manual dexterity. 
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• Participation in educational programs.
• Literature review.
• Inservices.
• Workshops. Performs other functions as required.
Qualifications
EDUCATION AND FORMAL TRAINING:
MD/DO Board-eligible or certified in Family Medicine. State of _ _ Medical License required. WORK EXPERIENCE: One year of internship in family medicine required. KNOWLEDGE, SKILLS AND ABILITIES REQUIRED: Requires detailed knowledge of family medicine in terms of theories and practices to serve as the resource or educator to other practitioners in the medical field. This staff member must demonstrate knowledge of the principles of growth and development over the life span of patients served. Ability to make decisions that require significant analysis and investigation with solutions requiring significant original thinking. Ability to determine appropriate courses of action in more complex situations that may not be addressed by existing policies, procedures or protocols. Decisions include such matters as changes in staffing levels, order in which work is done, and application of established procedures. SPECIAL CONDITIONS: Frequently moderate lifting, pulling, pushing. Extended periods of walking, standing, bending and stretching. Provided as an educational service by AMGA and Daiichi Sankyo, Inc. 
